The silence of our friends
In the end we will remember not the words of our enemies but the silence of our friends.
Martin Luther King, 1968 No-one ever comes to work intending to be the cause of patient harm, let alone serious patient harm. In an acute specialty such as anaesthesia, anaesthetists expect to occasionally witness pain and suffering during the course of their daily work. Expected and unexpected crises may occur and training enables them to manage these safely and effectively. However, numerous studies have shown that even with the best care, at least 10% of patients can undergo an adverse event (AE) 1 , which may or may not be due to medical error.
For decades, data on iatrogenic harm to patients and critical incidents have been extensively studied, in order to understand the factors leading to causation and seek preventive strategies. Human factors, complex systems, lack of consistent processes within and between organisations, communication, and 'hazardous attitudes*' all contribute to the mix 2 . Emphasis has been placed on a 'just culture' of reporting, investigation, no-blame, learning, continuous improvement, and empathy and full disclosure to patients, who are the victims of the iatrogenic harm.
Yet despite the widely promoted just culture, the reality is that there is a high expectation of perfection by the public, the profession, and jurisdictional and regulatory bodies. There is also a misplaced view that error can be eliminated. In addition, there is a huge body of data on the prevalence and causes of error with regard to safety across the gamut of high-risk professions and industries. However, these principles, including the importance of a just culture (which does not punish frontline personnel for omissions, decisions or actions) have not permeated the law courts or public opinion. The recent Bawa-Garba case in the UK is a prime example of this (see https://www.bmj.com/bawa-garba, accessed August 2018).
In an editorial in BMJ in 2000 3 , Wu acknowledged that for every patient and family who is a victim of an AE, there are one or more competent, well-intentioned clinicians who are also suffering pain, shame and self-blame for their part in the harmful outcome-they are the 'second victims'. Second victims not only ruminate and agonise over the event, they may then endure criticism by colleagues, the stress of an institutional, coronial or regulatory investigation, or a legal challenge, which can be very protracted, with escalation to possible employment or regulatory consequences. This may be very disruptive and stressful at both a personal and a professional level. Second victims often feel stigmatised and isolated, with no-one to turn to for unconditional support and guidance. They may have to suffer in silence.
Second victim experience has been studied extensively 4 . Numerous factors contribute to the severity of the response (e.g. patient characteristics that remind the clinician of someone close to them, length of the professional relationship, or the underlying psyche of the clinician). It is often an intense, traumatic and life-altering experience.
Coping skills in the aftermath of an AE are variable and may be adaptive, leading to personal growth, or maladaptive with a more protracted or incomplete recovery. The stages of the recovery process have been identified 5 as: (i) chaos and accident response (ii) intrusive reflections (iii) restoring personal integrity (iv) enduring the inquisition (v) obtaining emotional first aid, and (vi) moving on. Moving on had three potential outcomes: dropping out, surviving, or thriving. Denham described TRUST, the five rights of a healthcare worker who is a second victim: Treatment that is just, Respect, Understanding and compassion, Supportive care, and Transparency and the opportunity to contribute to learning 6 . In this issue of the Journal, the survey results presented by Harrison et al report the second victim experience of Australasian anaesthetists after AEs or near misses (defined in the article) 7 . Respondents reported the powerful positive contribution of mentorship and collegial support. The data suggest that we should be striving in our anaesthetic community to provide consistent high-quality institutional peer support programs for anaesthetists affected by AEs and medical error. Such programs are in existence in many centres in the USA.
The Welfare of Anaesthetists Special Interest group (SIG), which like all the Australasian anaesthesia SIGs is tripartite, drawing members from the Australian & New Zealand College of Anaesthetists (ANZCA), the Australian Society of Anaesthetists (ASA), and the New Zealand Society of Anaesthetists (NZSA), was constituted 20 years ago. Then, it was unique and ahead of its time. Since then the SIG has continued its remit to promote the concept of physician health, both physical and mental, and to make physician health issues mainstream and regarded as integral to healthy doctor-patient, doctor-family and doctor-workplace relationships. This has been achieved through its resources and ongoing sessions at national and SIG meetings. The SIG has also assisted SIGs in other Colleges, in Australia and New Zealand and in many other countries, to be formed. Welfare topics are included in the ANZCA curriculum and are open for examination. . These behaviours were considered to be adverse for individuals, to impair teams, and to put patient care and patient safety at risk. This led to the 'Operating with Respect' campaign to facilitate cultural change and leadership, improve surgical education on recognising and having the skills to deal with BDSH, and strengthening complaints management. These two reports have spurred medical colleges and institutions to critically examine their culture and develop programs to support doctors' health.
In addition to the above two formal reports, there have been articles in newspapers, television programs, podcasts and social media from families of doctors who have suicided, attesting to their loved ones' achievements, but also their struggles with depression or other mental health issues, burnout and the second victim response 10 . Often families are bewildered that the medical profession seemed unable to help its own in times of distress. 'The silence of our friends' in the title of this editorial alludes to either not supporting our colleagues or not speaking up if we think the just culture does not prevail. It may also allude to not recognising when our colleagues are profoundly impacted by a second victim response or are severely stressed for other reasons ('Only those who care about you can hear you when you're quiet'-Anon).
Other pertinent contemporary societal phenomena adding to the momentum to speak up include the 'Me Too' campaign and the Queensland 'Not now, not ever' campaign to put an end to family and domestic violence. The Royal Australasian College of Surgeons also alludes to the necessity of empowerment of the 'silent bystander'.
ANZCA's response, in addition to the work already being done by the Welfare of Anaesthetists SIG, includes the launch of the free Doctors Support Program, which is available for all ANZCA Fellows, trainees, and international medical graduates, which can offer help across a range of situations (see ANZCA website). The ANZCA Doctors' Health & Wellbeing Draft Interim Framework has just completed its consultation phase. The ASA has also funded a project team at Everymind (https://everymind.org.au) to work with anaesthetists and the Welfare of Anaesthetists SIG to develop an evidence-based toolkit to support good mental health and prevent mental ill-health and suicidal behaviour amongst anaesthetists and anaesthetic trainees (Long Lives, Healthy Workplaces). . This is based on identification of personnel involved in major critical incidents, deaths on the table, and distressing cases or interactions. This entails personal or phone call followup at <48 hours, one week, and four weeks. The purpose of the contact is to touch base, empathise, offer support and outline a wide array of available resources (within the organisation, the Queensland Doctors Health Program, ANZCA's program, trusted peer, family medical practitioner etc). Contacted personnel can opt out at any time. The follow-up is confidential and done by senior department members (Responders) who have completed Emotional First Aid training** and are supported by the hospital psychologist and a state-based organisational psychologist. Responders are trained to recognise signs of distress and to encourage clinicians to seek appropriate help, especially if distress is profound or prolonged beyond a few weeks. There are barriers to seeking help, such as confronting denial, stigma, fear of reputational risk, and concerns about confidentiality. Access to similar support programs should ideally be available for all anaesthetists; this would require development of such programs at workplaces more broadly.
Harrison et al's timely study found that the second victim phenomenon is experienced by many of our colleagues and that collegial support was particularly valued by the respondents. All anaesthetists and trainees need to be encouraged to identify mentors and trusted peers, and as part of their safety culture all healthcare institutions should be proactive in developing systems of peer support for timely assistance of second victims, in parallel to the first victim (patient) response.
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Brisbane, Queensland Member, Welfare of Anaesthetists Special Interest Group * Aviation human factor research has shown hazardous attitudes affect pilot judgement. These attitudes affect the way they make decisions, and can lead them into potentially hazardous situations. **Emotional First Aid: A set of life skills used by lay citizens and emergency responders to provide the support an emotionally traumatised person needs immediately following a tragedy.
